The pathological anatomy and hemodynamic effects of total anomalous pulmonary venous drainage of the infradiaphragmatic type are reviewed in nine infants examined from 1940 to 1965 in the pathology department. Two infants underwent corrective surgery in the period; one operation was unsuccessful. The other infant had normal hemodynamics 6 months postoperatively and continues to do well 2 years after operation. Surgical principles are discussed. Some patients undergoing an anastomosis between the common pulmonary venous trunk and the left atrium will not require a second operation either to ligate the venous trunk or to close the atrial septal defect. anomalous pulmonary venous drainage, the common pulmonary venous trunk runs caudad anterior to the vertebral bodies, pierces the diaphragm, and drains into the ductus venosus, the inferior vena cava, or the portal system." 2 The left atrium is small since it is filled only by way of a patent foramen ovale. Such infants are typically cyanotic from birth and die in the first few weeks of life.3 The embryological maldevelopment is similar to other types of total anomalous venous drainage. The pulmonary veins begin as a primordial bud from the superior-posterior wall of the left atrium. This does not communicate with the pulmonary venous plexus which at this period forms a part of the splanchnic plexus. The pulmonary venous bud becomes canalized and unites with the pulmonary venous plexus. As development progresses, the connection between the ve-
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